The Development of a Pilot
Training Program for Peer Leaders in Diabetes
Process and Content
Purpose
The goal of this study is to describe the process of developing a program that trains peers to facilitate an empowermentbased diabetes self-management support intervention.
Methods
To guide and advise the development process, the authors formed a peer leader training action committee. The committee was an interdisciplinary group (principal investigator, nurse-certified diabetes educators, dietitiancertified diabetes educators, nutritionist, physician, and 3 community members) that met every 3 months over a 1-year period for continuous quality improvement meetings. During meetings, the committee reviewed and supervised the curriculum development, provided feedback, and informed modifications and improvements.
Results
The resulting peer leader training program is a 46-hour program with 2 training sessions conducted per week over a 12-week period. The competency-based training program is based on the theory of experiential learning, and it consists of 3 major components-namely, building a diabetes-related knowledge base, developing skills (communication, facilitation, and behavior change), and applying skills in experiential settings. All components are integrated within each training session using a range of instructional methods, including group brainstorming, group sharing, role-play, peer leader simulations, and group facilitation simulations. D iabetes self-management is a critical component of effective diabetes care. [1] [2] [3] [4] According to the American Diabetes Association and the American Association of Diabetes Educators, 4 diabetes selfmanagement education (DSME) is defined as "the ongoing process of facilitating the knowledge, skill, and ability necessary for diabetes self-care," and diabetes self-management support (DSMS) is defined as "activities to assist the individual with diabetes to implement and sustain the ongoing behaviors needed to manage their illness." Given the increasing burden of diabetes, reduced time for physician visits, and rising cost of health care, not all patients have access to DSME and DSMS-particularly, patients from medically underserved and low-resource communities. [5] [6] [7] [8] [9] For this reason, there is a growing interest in using "peer support" as a potential model for diabetes management. [10] [11] [12] [13] [14] According to Dennis, 15 peer support is "the provision of emotional, appraisal, and informational assistance by a created social network member who possesses experiential knowledge of a specific behavior or stressor and similar characteristics as the target population." In a systematic review of diabetes interventions involving peer support, Norris et al found participation to be associated with improved diabetes-related health clinical, behavioral, and psychosocial outcomes. 11 For example, some studies have reported improvements in metabolic and cardiovascular functioning, including A1C, [16] [17] [18] [19] [20] cholesterol, 19, 20 blood pressure, [19] [20] [21] and weight. 16 Other studies have demonstrated a greater frequency performing selfcare behavior, such as monitoring blood glucose, [19] [20] [21] [22] [23] following a healthy diet, 19, [24] [25] [26] and engaging in physical activity. 19, 23, [25] [26] [27] Finally, participation has had a positive impact on quality of life outcomes, including improved health status, 28 fatigue, 25 and self-efficacy. 26 To date, peer support research has focused predominantly on the implementation and evaluation of the intervention itself rather than the training process that peers undergo to competently perform support-related functions. Of the studies that report a peer training component, few provide a comprehensive and detailed description of the training process. 14, [29] [30] [31] [32] [33] [34] For example, Paul and colleagues 29-30 conducted a 2-evening workshop, training peers how to deliver a 9-session, group-based intervention in a primary care setting. Peer training addressed a range of topics, including the role of peer support, core self-management content areas, issues of confidentiality, in-depth understanding of the study, communication strategies, and group facilitation skills. However, aside from using role-play as an educational training tool, the authors did not discuss how the training was implemented, who conducted the training, what other instructional methods were utilized, what training outcomes candidates were expected to achieve, and whether a posttraining assessment was conducted.
Without a clear blueprint of training-related objectives, expected competencies, instructional approaches, learning opportunities, and evaluation methods, we cannot establish whether peers have been adequately prepared to facilitate the self-management intervention under examination, nor can we replicate the training process for future investigations.
Some studies reported a more rigorous and formalized peer training process to enable peers to deliver discrete, time-limited DSME programs. 20, [35] [36] [37] For example, the peer-led intervention component of Project Dulce is an 8-session DSME program based on a standardized curriculum and delivered by trained peer educators. 35 During each session, peer educators address a specific diabetes content area (eg, diet, physical activity, medications, monitoring) and encourage participants to share selfmanagement beliefs and experiences. To become a peer educator, candidates must complete a 4-month training curriculum that involves attending 12 weekly classroombased sessions (2 hours per session) and cofacilitating 8 DSME sessions with a health professional. To successfully graduate, candidates must achieve the prespecified competencies at each level of training. Evaluation approaches include oral exams, written exams, and field observations. Similar to Project Dulce, Lorig and colleagues' 36 diabetes self-management program (DSMP) requires peer leader candidates to undergo an intensive 4-day training process that prepares them to facilitate tightly scripted DSMS sessions over a 6-week period. Although DSMP sessions are highly structured, participant interaction is encouraged and supported by program activities. DSMP trainees receive a detailed peer leader manual and a copy of the workshop's textbook. To qualify as peer leaders, candidates must demonstrate proficiency in delivering 2 practice DSMP sessions. 36 Without question, formalized training protocols such as Project Dulce's 35 and the Stanford Chronic Disease Self-management Program 36 make the preparation and qualification of peer educators clearly defined and transparent. In addition, it allows researchers to replicate this process when designing other peer support interventions.
To date, however, there is a lack of information on training peers to facilitate ongoing, long-term DSMS rather than closely scripted DSME and DSMS sessions. Considering that health care coverage only reimburses for short-term, professionally led DSME programs, it would seem that peer support could be ideally utilized as a low-to no-cost, sustainable approach for delivering ongoing community-based DSMS. To our knowledge, no studies have investigated using peers to serve in this role.
To address this deficiency, this article describes the systematic process of developing a program that trains peer leaders to facilitate an ongoing, long-term diabetes DSMS intervention for patients who have recently received short-term DSME. Specifically, we discuss the following aspects of the program development process: forming a Peer Leader Training (PLT) action committee, choosing a theoretical framework, identifying program components, building a program structure, outlining instructional methods, creating an integrated program, and mapping out an assessment plan. Although there are multiple terms for individuals who provide peer support (eg, peer supporter, peer educator, community health worker), in this article we use the term peer leader.
Methods
This study was approved by the University of Michigan Institutional Review Board. The goal of the PLT program is to equip participants with the diabetes-related knowledge, communication and facilitation skills, and behavior change strategies to provide ongoing DSMS. The PLT program was developed by a clinical psychologist and nurse-certified diabetes educator (CDE) in consultation with a dietitian-CDE and physician with expertise in diabetes management. Four health professionals (2 nurse-CDEs, 1 dietitian-CDE, 1 clinical psychologist) with extensive experience leading DSME and DSMS interventions for African Americans conducted the PLT program.
PLT Action Committee
At the outset of program development, we formed a PLT action committee, an interdisciplinary group whose purpose is to guide and advise the development of the PLT program. Members of the committee include the principal investigator, a nurse-CDE, a dietitian-CDE, a physician, and 2 community representatives with type 2 diabetes. In addition to being a member of the community we were targeting, we also intentionally invited community representatives who possessed the interpersonal characteristics that we were seeking in our potential peer leaders (eg, considerate, responsible, dependable, understanding). Given that program development is an iterative process, we built in a series of continuous quality improvement sessions, the purpose of which was to facilitate a collaborative interdisciplinary approach to the process of program development. During each session, the committee would review and supervise the development of the curriculum and activities, provide feedback, and inform modifications and improvements. The sessions were conducted once every 3 months.
As an example of a modification made during the CQI sessions, early on in the program development process the committee discussed the eligibility criteria for becoming a peer leader. Specifically, do peer leaders have to have a diagnosis of diabetes, or can they also be caregivers or family members of a person with diabetes? Feedback from our 3 community representatives indicated a clear preference for peer leaders who had a personal history of diabetes and understood firsthand what it is like living with diabetes. In addition to making this recommendation, they insisted that training include an in-depth and extensive curriculum on diabetes education topics, even if peer leaders were not expected to deliver diabetes clinical content in the subsequent peer support intervention. From the perspective of the community representatives, the more information they knew about diabetes, the more confident they would feel in facilitating groups.
Theoretical Framework
We utilized Kolb's experiential learning theory [38] [39] as the conceptual framework to guide the development and implementation of the PLT program. Experiential learning theory postulates that learning occurs in a 4-stage process in which individuals can start at any stage (see Figure 1 ). An example of this process follows, in the context of peer leader training:
Concrete experience: During a group simulation, the peer leader uses a "blaming" statement about a participant's weight loss efforts. Observation and reflection: The peer leader notices how the participant shuts down and disengages. Abstract conceptualization: The peer leader concludes that, in general, people do not respond positively when they feel "blamed." Active experimentation: Using an alternative approach, the peer leader asks the participant what he or she feels is the most difficult aspect about eating a healthy diet. Then, the peer leader uses communication strategies to facilitate reflection and open discussion, to elicit statements from participants reflecting the desire to make changes (ie, change talk), and to help participants identify a specific behavioral goal.
In training activities, we created numerous opportunities to engage in the experiential learning cycle.
Program Components
The PLT program consists of 3 core training components: knowledge acquisition, skills development, and experiential learning (see Table 1 ).
Component 1: Knowledge acquisition.
The focus of the knowledge acquisition component is to help participants build a solid knowledge base of diabetes-related educational topics, including the principles of patient empowerment and the core content areas identified in the national standards for DSME 4 (eg, diabetes disease process, monitoring, long-term complications) even though peer leaders would not be independently providing this component of the program.
Component 2: Skills development.
The focus of the skills development component is to help participants develop the communication, facilitation, and behavior change skills necessary to facilitate an empowermentbased DSMS intervention for patients who recently completed a short-term, professionally led DSME program. Specifically, this training program will teach peer leaders how to use active listening skills (eg, asking open-ended questions, making reflections), empowerment-based facilitation skills (eg, focusing on feelings, exploring the problem), motivation-building skills (eg, rolling with resistance, eliciting statements reflecting desire to change), and the empowerment-based 5-step behavioral goal-setting process (identify problem, recognize feelings, choose a goal, make an action plan, and experience and evaluate outcome) to accomplish participantidentified goals.
Component 3: Experiential learning.
The focus of the experiential learning component is to create opportunities for participants to apply, practice, and refine their newly acquired skills in experiential scenarios. These scenarios include (1) peer leader simulations, where each participant plays the role of a peer leader and presents trainingrelated topics to fellow group participants; (2) role-plays, where participants are paired and take turns playing the role of the peer leader during a training-related interaction; and (3) group facilitation simulations, where 2 participants play the role of 2 peer leaders who cofacilitate a discussion with the larger group of participants.
Following each simulation, participants are encouraged to complete self-assessments and peer assessments using a structured feedback form, which addresses how comfortable the participant felt working with a partner or presenting to the group, how accurate the information or content was, and how well the participant connected with the partner/group. Following these quantitative ratings, the participants are then asked to respond to 2 qualitative questions: Describe one positive aspect of their presentation, and describe one area that they could improve and why.
Program Structure
To provide an organizational framework for the 12-week program, we devoted each week to a specific core self-management topic (see Table 2 ). For instance, week 1 addressed patient empowerment; week 2 addressed making behavioral changes; and week 3 addressed the diabetes disease process. Two sessions (2 hours each) were conducted per week. Topics that addressed a substantial amount of information (eg, healthy eating and long-term complications) were allotted 3 sessions rather than 2. Alternatively, topics that could be addressed in a shorter period (eg, acute complications, solving problems) were allotted 1 session.
Instructional Methods
We employed a variety of instructional methods that were integrated within each training session-including self-assessment, self-graded brief quizzes, peer leader simulations, group brainstorming, group sharing, lecturettes, skills building, role-plays, pair and share, and group facilitation simulations. Table 3 presents the instructional methods used, the purpose of the method, and an example of the method. Table 4 shows how the training domains, training activities, and instructional methods were integrated within each week across the 12-week PLT program. For example, the core self-management topic of week 2 was "making changes." In week 2, each session starts with a quiz on materials learned from the previous session. The quiz is followed by the peer leader simulation activity where each participant plays the role of a peer leader and presents on a topic that was addressed in the previous session (eg, what is patient empowerment). During the skills development activity, the trainers introduce the 5-step behavioral goal-setting model. Finally, to provide an experiential learning opportunity, participants are asked to pair up with another participant and perform a roleplay using the 5-step behavioral goal-setting model. Each training session follows this general structure.
Program Integration

Assessment Plan
To successfully graduate from this competency-based PLT program, participants must achieve the preestablished criteria across 4 competency domains at the summative evaluation (postprogram assessment). The 4 domains include diabetes-related knowledge, empowerment-based facilitation skills, active listening skills, and self-efficacy. Table 5 presents the measures and approaches for conducting formative and summative assessments across the 4 competency domains. Formative assessment occurs during the course of training and is educational. Feedback from formative assessment helps participants recognize their strengths and weaknesses, and it provides the opportunity to reinforce knowledge and improve skills. Summative assessment occurs at the end of the training and is evaluative. Results from the summative assessment are utilized to determine whether participants meet the preestablished criteria for successful graduation.
Preestablished criteria for graduation at summative evaluation includes achieving (1) a score of ≥ 80% on the Diabetes Knowledge Test 40 and Diabetes Knowledge Questionnaire-24, 41 (2) a mean score of ≥ 4 on a 5-point Likert-type scale on the Understanding Management Practice Scale, 42 (3) a score +2 on at least 3 of the 6 empowerment-based facilitation video vignettes and at least +1 on the remaining vignette responses, 43 and (4) a mean score of ≥ 4 on a 5-point Likert-type scale on an adapted version of the Active Listening Observation Scale-global, 44 and (5) a mean score of ≥ 4 on a 5-point Likert scale on a self-efficacy scale adapted from Heisler and Piette. 45 To assess active listening skills, we use a standardized patient interview simulation that instructs participants to conduct a 15-minute interview with a patient using the 5-step goal-setting process. Participants are given up to 3 attempts (within a 2-week window following the PLT program) to pass each competency domain for the summative evaluation.
Discussion
Although peer support interventions show promise in improving diabetes-related health outcomes, little published information is available describing the process and necessary content to train peer leaders effectively. The purpose of the present study was to illustrate the process of developing a training program that equips peer leaders with the knowledge and skills to facilitate an ongoing empowerment-based DSMS intervention.
Some key lessons can be gleaned through the program development process that we followed. First, a critical step at the start of the program development process is that of assembling a team of individuals (ie, PLT action committee) to provide important and relevant feedback over the entire course of the development process. Our decision to invite 3 community members who possess characteristics of our ideal peer leader was essential in designing a training program that is feasible and acceptable.
A second important lesson is the need to identify the conceptual framework that will drive the training process. The theoretical underpinnings of the training process should be consistent with and support the theoretical framework of the intervention. Our peer-led DSMS intervention is guided by principles of patient empowerment. [46] [47] [48] [49] A fundamental aspect of patient empowerment is that self-management decisions need to be patient driven and patient determined to produce meaningful and sustainable behavior change. Patients derive the most benefit from setting their own self-management goals and designing plans to achieve those goals. If a goal is Long-term complications 9 16 Long-term complications 17 10 18 Taking medications  19  11  20  Monitoring  21  12 22
Refining skills 23 not achieved, then it is the patient who decides how he or she will modify the plan to increase the chance of achieving success. In other words, it is a process of creating and evaluating a series of behavioral experiments guided primarily by the patient. [44] [45] [46] [47] To complement the peer-led empowerment-based DSMS intervention, we selected Kolb's experiential learning theory as the conceptual framework for the training program. According to experiential learning theory, [38] [39] learning is seen as a process of trial and error where peer leaders make their own decisions, experience the outcome of their decisions, reflect on what factors contributed to the outcome, and then modify future decisions and actions based on their reflection. For example, during our training process, we invite participants to perform peer leader and group facilitation simulations. Immediately following the simulation, we ask participants to conduct a self-assessment of the simulation and Table 3 Instructional Methods of Peer Leader Training Program
Instructional Method Purpose Example
Quizlettes Helps participants reinforce the information and skills learned in the previous training session
List the steps of the 5-step behavioral goal-setting process.
Peer leader simulations
Provides an opportunity for participants to become comfortable taking in a group setting by presenting "lecturette" topics they heard in the previous session Table 4 Example of Training Process Within an Integrative Structure then ask fellow participants to conduct a peer assessment. Using feedback from the self-assessments and peer assessments, participants modify and refine the skills needed to improve their future performance. By using a theoretical framework, we have a model to explain and understand the process by which the participants learn and develop.
To date, few diabetes-related peer training programs report using a collection of different instructional methods. In fact, the instructional methods that appear to be most frequently cited are role-play and some form of simulation (eg, telephone intervention simulation). Given that learners have different learning styles, there may be an advantage to utilizing a variety of teaching tools to Participants watch a series of 6 video vignettes and then write a 1-sentence empowerment-based response.
Active listening skills Role-play Participants are paired and take turns playing the role of the peer leader. At the end of the interaction, participants are instructed to conduct a self-assessment and provide feedback to their partners, using the active listening evaluation form.
N/A
Peer leader cofacilitation simulation
Two participants are selected to cofacilitate a group discussion on a topic designated by the trainers. At the end of the discussion, trainers and other group members provide constructive feedback. Peer leaders also conduct a self-assessment.
N/A
Standardized patient interview N/A Participants assist standardized patient in using the 5-step behavioral goal-setting process and make an action plan (15-minute limit) Self-efficacy Self-report survey N/A Participants complete an 8-item postprogram self-efficacy survey optimize learning across different individuals. Furthermore, some instructional methods are better suited for the type of information being learned. For instance, to learn the common symptoms of hyperglycemia and hypoglycemia, group brainstorming might be a preferred teaching approach because it allows participants to call out answers without feeling any pressure to produce a list of symptoms on their own. Alternatively, role-play may be most useful when participants are learning and practicing communication skills (eg, asking open-ended questions). Finally, some instructional approaches create a unique environment to practice a specific skill. For example, a group facilitation simulation creates an ideal setting for helping participants learn how to work in a peer leader team, facilitate group discussion, and manage group dynamics. Alternatively, an individual peer leader simulation would not foster the same learning environment. Sometimes overlooked in peer training programs is the inclusion of a well-defined assessment plan (formative and summative). To determine whether an individual is properly trained to deliver the intervention, we need to clearly articulate training expectations and outcomes at the outset of training. Training outcomes establish (1) the specific knowledge areas and skills required to be an effective peer leader and (2) the level of mastery that is expected to successfully graduate from the training program. Also important in the training process is the inclusion of formative assessment opportunities. Formative assessment provides feedback on participant performance during the training process so that participants have the opportunity to intervene early if they are not applying knowledge or skills appropriately.
Given the long-term demands of living with diabetes, this training development process will be especially important in taking full advantage of the potential flexibility and sustainability of peer support efforts that move beyond the previous short-term programs. Using peer support as a model for ongoing DSMS underscores the importance of establishing detailed protocols for peer training programs. Without formalized training protocols, it will be difficult to evaluate the value of different aspects of the training process in preparing participants for the duties they are expected to perform as peer leaders. By reporting predetermined training expectations and outcomes and incorporating a posttraining assessment component, we are establishing, up front, the specific qualifications we are seeking in a peer leader. Finally, should we demonstrate that these peer support interventions are effective, a detailed blueprint of the peer training process will be critical when translating these evidence-based interventions with other patient populations and into other self-management support settings.
